The treatment of placenta praevia up to recent years has been seriously influenced by the belief that once the complication manifests itself by haemorrhage immediate treatment should be undertaken. This approach to the subject has resulted in a maternal mortality of 5.7 per cent. and a foetal mortality of 50-60 per cent. (Browne and Comyns Berkeley).
In a personal series of 275 cases supervised over a period of I3 years 56 babies were stillborn or died. Of these, 30 babies were lost in the first four years while the writer was endeavouring to alter the traditional line of treatment. The object of all recent workers has been to reduce the foetal mortality, a large proportion of which has been due to prematurity, without adding to and, if possible, reducing the risk to the mother. ft is obvious that reduction of the foetal mortality due to prematurity requires a method of treatment which will permit of the delivery of a mature or relatively mature infant.
While prematurity is one of the most important causes of the foetal mortality in placenta praevia there are certain other factors over which there is little control. The anatomy of the placenta in placenta praevia is an important cause of intrauterine death or death of the foetus during labour. A placenta praevia is usually a thin placenta which covers a large area of the uterine cavity and it is frequently lobulated. In addition, the umbilical cord often has an eccentric or velamentous insertion which in itself is an added risk.
If the cord is inserted at the lower edge of the placenta in close proximity to the internal os the first haemorrhage may cause the death of the foetus. Its situation in this region is also associated with the added risk of prolapse when the membranes are ruptured spontaneously or artificially.
If a velamentous insertion of the cord is present one or more of the umbilical vessels may cross the internal os and spontaneous rupture or accidental damage of these vessels will result in death of the foetus. In analysing the cause of death in 47 babies it was found that in I3 cases the situation of the cord was the primary factor. Another factor over which one has no control is the incidence of foetal abnormalities. The association of a high rate of foetal abnormality with placenta praevia has long been recognized. The incidence of this occurrence in the personal series was 3.6 per cent. The maternal death rate, when immediate treatment was the practice, was due to shock and haemorrhage. When one considers that in the majority of cases the cervix is closed at the time of the initial haemorrhage and that the popular method of treatment was version, it is not surprising that the maternal and foetal mortality was so high. Stratz (Table i) After experience of a number of cases it is surprising how a relatively accurate diagnosis can be made from the findings on abdominal palpation, not only of the presence of a placenta praevia, but also of the degree.
Browne6 has divided placenta praevia into four degrees, and while many authorities consider that this is of purely academic interest, the writer has found the division of great value in deciding on a line of treatment.
In the personal series of 275 cases the incidence of the first and second degrees is about the same as that of the third and fourth. In the first and second degrees there were 138 cases, and in the third and fourth 137. On abdominal palpation the level of the presenting part varies with the degree of placenta praevia and the period of gestation. In a minor degree (say first or second) the vertex can be pushed into the brim of the pelvis, while in the more severe degree (thitd and fourth) the head lies above the symphysis pubis or may lie in one or other iliac fossa even in a primigravida. The ease with which the presenting part can be felt is an July 1949 indication as to whether the placenta lies anteriorly or posteriorly.
It has been stated in most textbooks that placenta praevia is associated with a breech presentation. This is a rare finding, but when present the breech, owing to its soft consistence, may add to the difficulty in making an accurate diagnosis.
A vaginal examination should not be made until 'the termination of expectant treatment, but a vaginal speculum should be passed and the cervix and vagina inspected to exclude local causes of vaginal haemorrhage.
X-ray pictures of the abdomen should be taken to exclude those foetal abnormalities demonstrable by radiography and, if the special soft tissue technique can be employed, the position of the placenta may be demonstrated. Even when small recurrent haemorrhages do occur it seems to be safe to wait until the baby is reasonably mature before embarking on active treatment.
For prolonged expectant treatment the co-,operation of the patient and her husband is essential. The time taken in explaining the position fully to both is well spent and the husband should be warned that treatment at short notice may be necessary without his knowledge or coasent.
Active Treatment
This must be carried out in the following circumstances:-i. Where the patient has been admitted on account of antepartum haemorrhage between 37 weeks and full term. As has been mentioned, there is nothing to gain and much to lose by waiting.
2. In any patient receiving expectant treatment where the pregnancy has reached 38 weeks.
3. In the presence of a more than moderate haemorrhage, or where even a slight haemorrhage persists for some hours.
Active In a multipara the cervix is frequently dilated to such an extent that the lower uterine segment can be explored with the index finger. The treatment then will depend on the degree of placenta praevia, the previous obstetric history and the presence or absence of any associated abnormality. In the minor degree of placenta praevia (one or two) artificial rupture of the membranes will usually be sufficient in a patient with a history of easy rapid deliveries, but should the previous obstetric history be doubtful or the cord prolapse a Caesarean section should be performed. In the third or fourth -degrees Caesarean section is advisable, but if the baby is premature or has died in utero and the placenta is of the third degree, podalic version must be considered. Table 6 illustrates the method of treatment in 275 cases according to the degree of placenta praevia and shows that as the severity of the degree increases the number of Caesarean sections rise.
Having The group of patients in which the haemorrhage has been more than moderate or has persisted presents a difficult problem. These cases as a rule occur in the groups of second or third degree placenta praevia, and in many of the cases the baby is immature or already dead. In the writer's experience these cases account for the greatest number of foetal deaths (see Table 5 ).
If the baby is alive and not too premature a Caesarean section should be performed. When it is immature or dead a podalic version will usually control the haemorrhage.
In most cases the latter method of tr.eatment is possible as the cervix will be found to admit at least one finger, and usually two, allowing a foot to be extracted. Table 7 shows the results associated with the various methods of treatment. It has been suggested that the increased use of Caesarean section as a method of treatment may result in difficulty and danger at future confinements. The practice of doing the lower segment, in preference to the classical. operation diminishes the risk of uterine rupture at a subsequent confinement.
In 15 cases in the personal series where lower 
